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Discussion Paper

Objective

Severe acute respiratory syndrome coronavirus 2 (SARS-
CoV-2) was first identified in Wuhan City, China, in the 
fall of 2019 and has since spread globally (Hamm, 2020). 
SARS-CoV-2 infection can present in a varied manner: 
symptoms can be mild, such as those associated with the 
common cold or influenza, to severe, resulting in pneu-
monia, respiratory distress, renal failure, and even death 
(Hamm, 2020). A smaller percentage of people have been 
shown to test positive while remaining asymptomatic 
(Corcorran et al., 2020). Elderly people older than 60 
years with medical comorbidities have a higher incidence 
of mortality associated with SARS-CoV-2 infection 
(Bhatraju et al., 2020; Etard et al., 2020). Outbreaks in 
residential long-term care or geriatric care units with 
shared living, dining, and social spaces can have a devas-
tating impact on this vulnerable patient population 

(Kimball et al., 2020). Rapid identification of symptoms, 
confirmation of testing status, isolation of affected 
patients, and an enhanced infection prevention protocol 
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Abstract
OBJECTIVES: The first known COVID-19 outbreak in a long-term care facility in the United States was identified 
on February 28, 2020, in King County, Washington. That facility became the initial U.S. epicenter of the COVID-19 
pandemic when they discovered 129 cases associated with the outbreak (81 residents, 34 staff members, and 14 
visitors) and 23 persons died. The vulnerability of the elderly population, shared living and social spaces, suboptimal 
infection control practices, and prolonged contact between residents were identified as contributing factors to the 
rapid spread of the disease. The first known case of a severe acute respiratory syndrome coronavirus 2 (SARS-
CoV-2) outbreak in a U.S. inpatient geriatric psychiatry unit was also in King County, Washington, and occurred soon 
afterward on March 11th, 2020. Between March 11 and March 18, nine inpatients and seven staff members were 
confirmed to have SARS-CoV-2 infection. This article examines how the swift identification and isolation of confirmed 
patients, an enhanced infection prevention protocol, and engagement of frontline psychiatric care staff prevented a 
catastrophic outcome in a vulnerable population. METHODS: Here we describe infection control and nursing-led 
interventions that were quickly enacted in response to this SARS-CoV-2 outbreak in an inpatient geriatric psychiatry 
unit. RESULTS: The interventions effectively contained the outbreak, with no further patients and only one staff 
member testing positive for SARS-CoV-2 over the subsequent 2-month time period. CONCLUSIONS: We share 
our learnings and preventative infection control measures that can be adapted to a variety of settings to prevent or 
contain future outbreaks of COVID-19.
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with the use of a trained observer for doffing personal 
protective equipment (PPE) can reduce transmission in 
high-risk settings. Here we describe efforts taken to con-
tain an outbreak of COVID-19 in an inpatient geriatric 
psychiatry unit.

Methods

The information presented in this article is based on a 
retroactive review of staff engagement and enhanced 
infection control practices that led to the containment of 
an outbreak of SARS-CoV-2 that occurred from March 
11 to May 5, 2020, in an inpatient geriatric psychiatric 
unit with separate, but adjacent, locked East and West 
wings in King County, Washington. More detailed meth-
ods regarding the outbreak identification, repeat testing, 
and detection of viral shedding in SARS-CoV-2 have 
been previously described (Corcorran et al., 2020).

Results

Following the identification of two index cases of 
COVID-19 in a 27-bed geropsychiatric inpatient unit at 
the University of Washington Medical Center-Northwest 
Campus on March 11, all patients on both the East (16-
bed) and the West (11-bed) were immediately isolated in 
special droplet/contact precautions, which included isola-
tion in a private or semiprivate room and all staff wearing 
a disposable gown, gloves, and surgical mask with eye 
protection before entering each room, according to the 
Washington State Department of Health (2020) guide-
lines. All patients on the unit were subsequently tested for 
SARS-CoV-2 via nasal swab, with an additional seven 
patients ultimately testing positive for COVID-19. 
Patients who tested negative twice were removed from 
isolation precautions.

SARS-CoV-2 patients were initially transferred from 
the psychiatric care unit to an acute care medical/surgi-
cal unit on March 12, once diagnoses were confirmed via 
nasal swab. However, the behavioral needs of this chal-
lenging patient population led to an increase in the use of 
behavioral restraints and verbalized frustration on the 
part of the acute care staff, resulting in a decision to 
return all but one of the COVID-19 positive patients to 
the geriatric psychiatry unit on March 15, 2020. One 
patient remained in acute care due to illness severity and 
ultimately passed away on March 20 after a goals-of-
care conversation between the patient’s family and the 
palliative care team. One additional patient who had 
been discharged on March 11 and later tested positive 
and recovered at home is excluded from this discussion. 
On return to the geriatric psychiatry unit, all COVID-19 
positive inpatients were isolated on the locked East wing 
and serially retested until testing negative with two 

consecutive negative nasal swab tests, at which point 
they were transferred to the adjacent locked West wing.

A checklist was developed for PPE donning (Figure 
1) and doffing (Figure 2) to be used by a trained observer 
per guidance through the Centers for Disease Control 
and Prevention (CDC, 2020). Trained observers were a 
combination of local staff and displaced clinical and 
nonclinical staff from elsewhere in the hospital whose 
sole responsibility was to guide each health care team 
member in appropriately donning and doffing PPE 
(CDC, 2020). Trained observers were educated through 
a 1-hour didactic session by the hospital Professional 
Nursing Development Department, and updated check-
lists were posted outside each patient room.

In addition to support from the trained observers, the 
behavioral health clinical nurse specialist and the nurse 
manager rounded on all shifts, at first several times daily 
and then several times a week for just-in-time training 
and to elicit feedback, identify gaps and needed resources, 
and to field requests from frontline staff and trained 
observers. Checklist updates included frontline staff 
requests for clarification; evolving guidance, as it 
emerged from the CDC; and guidance for the safe reuse 
of PPE, as the supplies began to dwindle. The universal 
use of face masks by all staff at all times while in the 
entire hospital was instituted on April 27.

Trained observers were critical to the success of the 
unit, both in the safety of donning and doffing PPE and 
also in managing challenging situations in a psychiatric 
setting that posed greater risk of cross-contamination. In 
several instances, they helped guide COVID-19 patients 
with behavioral challenges, who were inadvertently 
exposing staff, back to their isolation rooms. In one 
instance, a Code Gray event was called for a significant 
behavioral disturbance from a patient with COVID-19 
and dementia. The trained observer stepped in to guide 
staff to don PPE before approaching the patient, who had 
escaped his private room where he had been isolated on 
the East wing and was creating a behavioral disturbance 
while contaminating a common East-wing patient area. 
The trained observer was again essential in supporting 
safe doffing and decontaminating equipment and spaces 
affected by the incident.

In continued efforts to prevent cross-contamination, 
the team also devised best-practice ways to manage waste 
and linen. Contaminated trash and linen were kept in 
patient rooms, near the door, whenever possible, and 
were collected twice daily by housekeeping staff. For 
patients with suicidal ideation, trash and linen could be 
kept just outside the door of a patient room, and the 
checklist was modified slightly under the guidance of a 
trained observer. All meals were served on disposable 
trays and were disposed of in the trash bin inside the 
patient’s room, whenever possible.
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In addition to enhanced PPE precautions, the unit also 
took the added steps of prohibiting outside visitation to the 
unit and closing to new admissions after the initial positive 
case on March 12th until April 2nd. Once new admissions 
were again accepted on only the West wing, the remaining 
COVID-19 positive patients remained cohorted on the East 
wing. Newly admitted patients were screened for SARS-
CoV-2 before admission and again 72 hours later to confirm 
negative status. Confirming negative status of the incoming 
patients was paramount as efforts to encourage face mask 
use by psychiatric patients were not effective, both from a 
safety (ligature risk) and a practicality standpoint. Staff 
were not confined to working in a specific wing but contin-
ued optimal infection prevention practices.

On April 2, the unit was turned into a “Hot Zone” for 
the COVID-19 positive patients. This enabled them to 
share common spaces, such as a dining and activity room, 
which are important components of a psychiatric milieu. 
Red tape on the floor designated the “Hot Zone,” and 
staff donned PPE before entering and then changed only 
a top layer of gloves between patients. They remained in 
the same gown, surgical mask with face shield, and base 
“skin” layer of gloves, removing the top layer of gloves, 
hand sanitizing over the base layer, and donning a clean 
top layer of gloves between patients. A second piece of 
blue tape on the floor indicated the “Warm Zone,” where 
a posted checklist and trained observer guided staff to 
correctly doff PPE. The “Hot Zone” design allowed 

Figure 1. Special droplet/contact precautions: Donning personal protective equipment.
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patients to move freely between private or shared rooms 
and the activity room for exercise.

The multidisciplinary team came together to meet the 
needs of the unit in a myriad impactful ways. Staff 

provided excellent basic care to this vulnerable patient 
population, including ensuring optimal nutrition and 
hydration during recovery from COVID-19. Staff-led 
interventions included creating a changing room for 

Figure 2. Special droplet/contact precautions: Doffing personal protective equipment—trained observer required.
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donning hospital-provided scrubs before each shift and 
for removal and containment in a designated hamper 
postshift. Staff were also creative in providing individual-
ized therapeutic interventions to prevent decompensation 
on a psychiatric care unit, as usual group therapy sessions 
were minimal during the peak time.

A recreational therapist took on the role of contacting 
all family members of affected patients, as they were no 
longer permitted to visit their loved ones, due to COVID-
19-restricted visitation policies. She used technology, 
such as Facetime, when possible, to keep patients con-
nected to their families. This effort helped alleviate moral 
distress among the staff attributed to the restrictions in 
visitation and the impact thereof on patients and families.

Staff exposure to COVID-19 was also a significant 
risk and concern during this outbreak. Two staff members 
tested positive for SARS-CoV-2 via nasal swab just after 
the first two patients were identified. After this finding, 
the entire team of 72 registered nurses, certified nursing 
assistants, social workers, therapists, and administrative 
staff were offered testing. An additional five staff mem-
bers were identified as being infected with COVID-19. 
Positive staff members were quarantined at home for a 
minimum of 10 days from diagnosis and had to report 
being symptom-free for at least 72 hours before returning 
to work.

The SARS-CoV-2 outbreak did not just affect staff 
workflow, it also affected their emotional well-being. In 
the early days of the U.S. outbreak, little was known 
about transmission of the virus, and fear was rampant 
among the frontline staff. The team expressed concerns 
over the safety of the patients, themselves, and their fami-
lies. In the face of this uncertainty, the Medical Director 
of Infection Prevention and the Chief Nursing Officer 
provided a question and answer session, exhibiting com-
passion and concern for the patients and staff. They pro-
vided assurance for job security and for administrative 
leave for all team members who tested positive for SARS-
CoV-2 during the outbreak. They provided transparency 
around evolving knowledge and changes to our system 
protocols. Staff displayed visible relief after this discus-
sion, illustrating the integral role of supportive leadership 
and the collaboration of psychiatric and acute care ser-
vices in the time of crisis. The Chief Nursing Officer and 
the Assistant Administrator of Behavioral Health Services 
also performed rounds on the unit at variable times 
throughout the 2-month period to determine how best to 
support staff. Signs were placed in the nurse’s station and 
break rooms for staff to share ideas on how to better the 
process and sustain morale during this chaotic time. Staff 
were able to recognize one another through an already 
established unit-based peer recognition program that 
included cards given to a peer who had displayed extraor-
dinary teamwork or gone above and beyond the call of 
service.

Conclusion

As the geropsychiatric unit COVID-19 patients recov-
ered, the size of the “Hot Zone” shrunk until it included 
only two patient rooms on the East wing for the last 2 
weeks of the outbreak. The last two remaining patients 
continued to test positive and remained isolated for a total 
of 54 days until two negative tests were attained, and the 
unit had effectively recovered eight of the nine confirmed 
inpatients.

After the initial identification of nine COVID-19 posi-
tive inpatients and seven staff members between March 
11 and March 18, there were no additional inpatients 
identified and only one additional staff member who 
became symptomatic and tested positive weeks later on 
April 20. This staff member had also verbalized exposure 
outside of the work setting and had not worked within 8 
days before the development of symptoms.

Eliciting input from frontline staff on improving the 
donning and doffing procedure proved to be an integral 
step in engaging frontline psychiatric care staff to 
embrace heightened infection prevention practices and 
the observed donning and doffing procedures that reduced 
the risk of cross-contamination. The trained observers 
played a key role in bedside coaching of frontline staff on 
optimal PPE donning and doffing practices. They fol-
lowed the provided checklist but focused on the larger 
picture of reducing cross-contamination (CDC, 2020). 
Developing a culture of best practice also required peer 
accountability and engagement of staff in preventing the 
further spread of SARS-CoV-2 (Corcorran et al., 2020).

Infection prevention practices, including hand 
hygiene, reduction of cross-contamination, and adher-
ence to isolation precautions, have long been known as 
integral practices to controlling the spread of disease in 
health care settings. It can be difficult to maintain strin-
gent infection control practices in long-term care, geriat-
ric and psychiatry care units with shared living, and 
dining and social spaces (McMichael et al., 2020). It is 
particularly important to control outbreaks in these set-
tings, as they can have a devastating impact on the most 
vulnerable of patient populations. Rapid identification of 
symptoms, confirmation of testing status, engagement of 
frontline staff, isolation of affected patients, and an 
enhanced infection prevention protocol with the use of a 
trained observer for donning and doffing PPE can reduce 
transmission in high-risk psychiatry care settings.
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